


Child #1

Birthdate: / /

Age:

Month Day Year

Allergies / Medications:

As of Aug 1

0 Male O Female OHIP

Medical Conditions:

Parent(s) Name:

Address:

P.C.

Phone: Home:

Mom’s Work:

Mom’s Cell:

Dad’s Work:

Dad’s Cell:

Mom’s Email:

Dad’s Email:

Child’s Email:

Emergency Contact:

Phone:

Child #2

Birthdate: / /

Age:

Month Day Year

Allergies / Medications:

As of Aug 1

O Male OFemale OHIP

Medical Conditions:

Child’s Email:

Child #3

Birthdate: / /

Age:

Month Day Year

Allergies / Medications:

As of Aug 1

O Male OFemale OHIP

Medical Conditions:

Child’s Email:






